IT IS an honour to be invited to join the company of distinguished speakers who have given this address in previous years. Of those who have referred to the care of the aged I can remember Dr. Marjory Warren, Lord Amulree, and especially our own great physician Sir William Thomson. He anticipated the days of guest speakers, and was invited to move the adoption of your annual report 18 years ago. I have always regretted that there is no record of the polished piece of oratory he entertained us with that afternoon, but at one stage he quoted the remark that "the 'chronic' problem has become acute". It is no less so today, and it must seem to many of you, as it does to me, that in spite of the knowledge and experience of great social reforms, and in spite of greater prosperity, we are no better placed now than we were then to cope with the pressing demands of mental and physical infirmity.
Contrary to popular belief progress has added little to the lives of old people, but it has greatly lengthened the lives of the young. Social reforms, through better education, housing, nutrition, hygiene, and working conditions, have matched advances in medicine (immunisation, asepsis, chemotherapy, and antibiotics) to suppress many of the killing diseases of infancy and childhood, and since 1900 to add 25 years to the average life span. Unfortunately old age increases susceptibility to various degenerative diseases such as those affecting the heart and blood vessels, the nervous system, and the bones, muscles and joints. Modern medicine may make some of these disorders more tolerable, but can seldom effect dramatic cures comparable to those obtained in infectious disease by antibiotics, or in a surgical emergency by operation. The elderly victims of degenerative diseases may survive in a state of slow physical or mental decline for many years, and their disabilities are often aggravated by want-not only financial, although this is common enough, but by want of good housing and proper care.
Disease, disability and domestic difficulty, therefore, are prime movers creating problems in an ageing population, and society today has to contend with infirmity in old age on a scale unknown to former generations. hand-outs of such essentials as clothing, bedding, special aids and other gear; to encourage the building and reconstruction of residential hostels; to foster imaginative voluntary schemes such as the Abbeyfield Society; and, above all, to evolve the British pattern of geriatric medicine and nursing. This is a phase of hospital treatment which gives older patients opportunities and facilities they were once denied which enable them to take advantage of the slow recovery after illness that time alone may bring. It has integrated medical social work into geriatric services, promoted research, and has led the world in setting international standards of medical and nursing care of the aged.
Why is it that, having reached a peak of progress in this geriatric care, initiated thirty-five years ago by Dr. Marjory Warren, there appears to have been a setback recently, bringing a decline in responsibility, both individuadly in standards of personal service and collectively in community services ?
If anyone views the present scene with complacency and doubts that there are such shortcomings, they might ask themselves why "old age" is always coupled with the word "problem"; why it is that although resources for the domestic or hostel care of old people are more generous, and standards of geriatric medical and nursing care are higher than ever before, demand always appears to exceed the supply of domiciliary service, and the gap widens instead of narrowing; why there are long waiting lists for admission to residential homes, hospital geriatric units or psychiatric wards; why old people and those they depend on complain so much about deficiencies; and, rather surprisingly, why the remark "we all know that provision for the care of the elderly is inadequate" can pass without comment amongst well-informed people in hospital circles.
The causes of dissatisfaction are probably to be found in changing attitudes and in changing patterns of need.
ArrTurEs
"Care" of sickness or infirmity at best always devolves on women. It has become difficult to recruit them on the scale needed to cope with an ageing population because emancipation has led to a disappearance of old retainers and has created an image of domestic help which lacks dignity; because full employment encourages business to rival the professions in attracting young women; and because many married women work to improve their standard of living, to provide better education for their families, to get away from the sink, or just to keep up with the Joneses.
Even those who are attracted to the professions find less idealism, and more specialism and restrictive practices than there once were. It is not surprising that criticism of the domiciliary services and pressure for admission to institutions are constantly stepped up. We are assured often enough that our health service is the best in the world, and the relatives of an elderly invalid in poor circumstances may press for his admission to hospital from a genuine sense of responsibility, not from a desire to disown it. The hospital may appear to offer standards of care the home cannot provide. Fortunately, however, many more people are willing to shoulder responsibility for their elderly dependents at home than wish to evade it. We would do well to protect their interests, because their need of support is even greater now than it was when Dr. J. H. Sheldon (1950) observed that the burden of old age will remain a domestic one and it can never be dealt with by a purely caretaker policy of providing sufficient homes and institutions. It would be far beyond the resources of the National economy to replace the contribution made by relatives and friends to the care of the aged in this way.
PATIERNS OF NEED
It is a paradox that we owe much of our present difficulty to the progress made in modem geriatric medical care. Twenty years ago geriatric rehabilitation was restricted to a narrow, selective, field of long-term illness. It has since been extended by improved diagnosis, more effective treatment and better facilities, and elderly invalids who would have been considered incapable of any effective response to treatment even by the standards of a progressive geriatric department ten or fifteen years ago, are now being encouraged to regain activity which is often very limited. This may appear to be most satisfactory to the patient, and often it is; it may also help to ensure that only those patients who really need nursing are left in hospital beds. But it has repercussions: (a) Improved social services and willingness of relatives enable many of these patients to leave hospital. As a result the community in general, and residential homes in particular, feel the weight of an increasing burden of care of greatly disabled old people. (These include many more psychiatric invalids because the mental hospitals too have accepted with enthusiasm a more progressive approach to treatment. This has encouraged the idea that the community should find alternative homes for many patients, including older people, who formerly would have been consigned for life to mental institutions). (b) The institutional resources available to those who eventually require them are compromised by the surviving long-stay patients who never leave hospital -the products of enlightened terminal care. The more successful geriatric rehabilitation is, therefore, the more aged, more mentally infirm and more physically disabled is the hard-core of long-stay patients left in hospital.
One measure of this is the fact that ten years ago the overall rate of incontinence and mental incapacity in our geriatric department was 55 per cent. It is now 67 per cent and still rising. (c) In certain circumstances the combined best efforts of the geriatric department and the patient fall short of even shaky independence and social reliability, and at home even with the best of present-day domiciliary services there may not be the 24-hour cover necessary for security. Yet the patient may be rational and most anxious to get home. The problem is best illustrated by some case histories:
A married woman aged 66 had a stroke involving her right side and depriving her of speech. After 12 weeks in hospital she still had difficulty in communication although comprehension appeared to be normal, she behaved naturally, was not incontinent, and could dress with help. There was little recovery of voluntary movement in the affected arm and leg, and her balance when standing was poor so that she could only walk with support. Her only desire was to get home. Her husband, also disabled by a stroke, was living with his son and daughter-in-law who had a child aged 2 and an infant a few months old. These two invalids could not possibly maintain their own home again, and this household was their only alternative.
A widower, aged 74, with no family, lived alone in a large house in town, visited regularly by a niece and her husband from 10 miles away. Though not mentally ill he was eccentric, cantankerous, and obstinate, unwilling to accept help from anyone else (least of all to pay for it), and would not allow any woman other than his niece into the house. (This was a promise he had given his wife before she died). Nor would he consider any alternative to his own home. He became anaemic, malnourished and debilitated, took to falling about, and eventually broke his arm. He was obliged reluctantly to accept hospital care for some weeks, but insisted on resuming his Rake's progress at home as soon as he could move about again with confidence. There must be many patients such as these in all hospitals, especially in the geriatric wards. They do not need nursing in the true sense, much less hospital care; they are unacceptable in residential hostels or unwilling to go to them; and community services seem to be inadequate to ensure their safety even by day at home.
The problem of the hospital is to arrange the patient's discharge home, not only because the bed is needed for someone else, but because this is what most patients want. The problem of society should be how to keep the patient at home, not, as so often it seems, how to get him back in. There are times when one feels much in sympathy with the question asked in a British Medical Journal leader last year, "Does the Community Care?". It does, of course, in being concerned about the well-being of its senior citizens; it cares too in the other sense that 96 per cent of them are looked after in private dwellings and provides the institutional resources for most of the other 4 per cent. But it is in this sense that there are shortcomings, and these are most apparent in relation to those elderly invalids who are too fit for hospital but too socially unreliable for home, and those who need indefinite long-stay nursing in hospital.
The limits to our present domiciliary servikes are probably more apparent to their friends and relations than to the patients themselves. When discharged to homes where they may be alone for much of the day and almost wholly dependent on one person, perhaps an over-tired young mother, the limited activity restored by months of endeavour in hospital may be quickly lost. The patient becomes disheartened, and even the effort to get dressed and sit out in a chair soon becomes too much. Apathy, and carelessness in hygiene follow, the disused limbs become contracted, personal relationships disintegrate and the household becomes demoralized. It is not surprising that when such patients are readmitted to hospital for one reason or another, it is often impossible to arrange their return home, yet all the components of the comprehensive system of "care" necessary for them probably exist in present statutory and voluntary services. The trouble is that some are difficult to select, arrange and coordinate, whilst others are withheld in watertight compartments.
To say this is not to belittle the achievement of the statutory health and welfare services and the support they have had from voluntary bodies in providing geriatric domestic care. What has happened is that they are increasingly called upon to take on problems of sickness and infirmity they were not designed or financed to solve. The system of institutional care does not solve them either-residential homes because they are not staffed to deal with them, and hospitals because, as Sir Geoffrey Vickers (1967) has said, they are primarily designed now for cure, not care, and the principle that a hospital should admit for "social" as opposed to "medical" reasons is accepted unwillingly, and unwillingness is likely to grow.
Yet we cannot afford to have most of the special knowledge, the skill and the experience of many disciplines essential to the care of infirmity, bottled up in hospitals which cannot or will not admit all those who need access to them.
The alternative is to release this expertise by some means other than admission to hospital. This can be done by the development of day-hospital activities and by closer links between hospital and general practice to extend, through domiciliary services, professional advice and practical help from the hospital to the patient at home. This might apply, for example, to nursing, to physiotherapy, to services for investigation, or to psychiatric or medical advice. It might fill certain gaps and create a multi-disciplinary, and truly community service, with the day-hospital or day-centre as its focal point. Above all, it might encourage more consideration of what Professor Douglas Hubble (1966) called "the uniqueness of each individual." "A steadily larger number of persons find themselves at odds with their group or with society and require, at one and the same time, their 'sense of belonging' to be restored and their individuality to be acknowledged." This is true of many old people who end their days after months or years in geriatric or psychiatric longstay wards. Society turns willingly to institutional care, instead of home care, for these patients, but is less willing to pay for proper standards. Parsimony and rejection of responsibility for chronic incapacity led to the system of large concentrates of mentally or physically disabled patients in long-stay wards. It is difficult to prevent the running of these large groups from becoming impersonal. Loss of individuality is too easily justified on the grounds of group necessity. It is unreasonable to encourage the policies that lead to this, and then to become righteously indignant about the conditions they produce.
More beds are needed-in hospital to share long-stay care more equitably, in hostels to provide more cover for infirm old people who are homeless or unreliable living alone. More than either of these we need a service to bridge the gap between hospital and home, and to integrate medical care with social aid to support families looking after old people at home. With this support we need willingness, and that hope for the future described in a valedictory address by Miss Elizabeth Maxwell as "the acceptance of responsibility for others in a world where poverty and need cannot be wiped out by pious words or mere gifts of money." Old people in our community rely very much on this hope, and your Council mav rest assured that it will not run short of the challenges arising from their need.
